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Food Establishment Permit Process Letter 

Completed application packets must be mailed or dropped off at the Health Department.  Applications cannot be 
submitted electronically.  Contact our office at 781-340-5008 with any questions. 

All documents requiring signature must be signed and each section completed in full.  Incomplete applications will 
be returned.  Your application must include the following documentation:

☐ Anyone building or renovating a food establishment must submit:
☐ plans for review
☐ a menu or list of food items that you intend to prepare

☐ Completed Signed Application.  *** The Application must be typed and printed.  Please do not hand-write 
applications. ***

☐ Certifications: (You must supply your own copies of certificates with your application)
☐ Food Protection Manager Certificates - Food Handler Certificates do not meet the state requirements.
☐ Allergen Awareness Certificates 
☐ Anti-Choking Certification in establishments with 25 or more seats.

☐ Insurance Information:
☐ Completed Workers’ Compensation Affidavit
☐ Workers’ Compensation declaration page (if you have employees)

☐ Fee:
☐ Checks (made payable to Town of Weymouth)    or  ☐  Cash

☐ You must contact our office to schedule an inspection prior to opening.  Your permit will be issued upon 
inspection approval.

GENERAL INFORMATION 

SERVICE ANIMALS 
In your food establishment, only service animals are permitted.  NO PETS ARE ALLOWED.  
Service animals are only allowed in areas of your food establishment where there is no food preparation.

GREASE TRAPS 
Indoor grease traps must be cleaned monthly.  Outdoor underground grease traps must be cleaned every 3 months.  
Proof of cleaning must be kept on site and will be checked during your inspection.

PEST CONTROL
If your establishment has any evidence of pest activity you must be utilizing a licensed pest management company 
company to control populations.  Copies of all pest management reports must be kept on site and available to 
inspectors at the time of inspection.
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2024 Food Establishment Permit Application 
 

 

Food Establishment Name: _________________________________________________________ 

Food Establishment Address: _______________________________________________________ 

Mailing Address (If different): ______________________________________________________ 

                     City: __________________     State: _____________     Zip Code: _______________ 

Est. Phone #: _________________ Email: _____________________________________________ 

Emergency Contact Name: ____________________ Emergency Phone #: ____________________ 
 

Owner Information  

 

 
 

Person Directly Responsible for Daily Operations  
 

 

 

 

 

 

 

 

 

 

 

Establishment Owned By: 

 

 An association 

 

 A corporation 

 

 An individual 

 

 A partnership 

 

 Other legal  

If Corporation please list Corporation Name: _____________________________________ 

If a corporation or partnership, give name, title, and home address of officers or partner. 

 Name   Title                     Home Address 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 

Owner, Person in Charge, Supervisor, Manager, etc. 

Name & Title:  

Address:  

Telephone #:                                                                                   Email: 

Emergency Phone #   

District or Regional Supervisor (if applicable) 

Name & Title:  

Address:  

Telephone #:                                                                                   Email: 



 

Type of Food Establishment 
 

 

☐  Bakery     ☐ Food Service   ☐ Retail Food 

☐  Caterer     ☐ Frozen Desert   ☐  Wholesale Processor 

☐  Food Manufacturer   ☐ Residential Kitchen 
 

 

Food Establishment Specifications 
 

 

Days & Hours of Operation: _________________________________________________________ 

☐ Annual   ☐  Seasonal (indicate dates of operation): _________________________________ 

Retail Establishment Sq. Feet: ________________Food Service # of seats: ____________________ 

 

Certifications  
 

You Must Provide Copies of all certificates listed below – at least one person certified each shift 

 

Name of Certified Food Managers:    _______________________________________ 

           _______________________________________ 

        _______________________________________ 

 

Allergen Awareness Training Certificate Holders: _______________________________________ 

        _______________________________________ 

        _______________________________________ 

If you have a seating capacity of 25 or more –  

Anti-Chocking (Heimlich) Certification Holders: _______________________________________ 

        _______________________________________ 

        _______________________________________ 
 

        
I, the undersigned, attest to the accuracy of the information provided in this application and I affirm that the food establishment operation will 

comply with 105 CMR 590.000 and all other applicable law. I have been instructed by the board of health on how to obtain copies of 105 CMR 

590.000 and the federal Food Code. 

 

Pursuant to MGL Ch. 62C, sec. 49A, I certify under the penalties of perjury that I, to my best knowledge and belief, have filed all state tax returns 

and paid state taxes required under law. 
 
 

• Please return this application, permit fee, Worker’s Compensation Affidavit, Worker’s Compensation 

insurance policy declaration page (from your insurance agent) and all certificate copies to: 

Weymouth Health Dept., 75 Middle Street, Weymouth MA  02189 

• Annual permits are valid January 1st through December 31st of each year. 

• Annual permit applications and fees are due back to the Health Dept. no later than December 15th.  All 

applications received after December 15th will be charged late fees.   

 
Federal Tax ID #: ___________________________________________________________________________________________ 

 

Signature of Individual or Corporate Name: _____________________________________________________________________ 
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